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Background: This study aims to evaluate long-term quality of life (QoL) and primary
clinical outcomes, 10 years after biliointestinal bypass (BIB) surgery. It was expected
that, although BIB might show encouraging primary outcomes, long term QoL could be
significantly impaired.
Methods: Ninety patients were contacted for a phone interview [age 41.0 ± 10.6
(mean ± SD) years, age-range 31-65 years]. QoL (by SF-36) and the clinical situation
(by ad hoc questionnaire) were collected. Data were analyzed with SPSS 22. SF-36
scores were compared with Italian normative data from general and healthy population.
We also compared primary clinical outcomes and SF-36 scores between patients who
reported high and low levels of satisfaction with BIB.
Results: Considering SF-36 results, patients showed significant impairments in QoL
compared to general and healthy populations. Sixty-five percent would repeat the BIB.
All patients showed at least one chronic adverse event. It occurred a significant decrease
in pre-post co-occurrence rates of diabetes (χ2 = 18.41; p < 0.001) and hypertension
(χ2 = 50.27; p < 0.001). Large and significant weight loss indexes (i.e., percent excess
weight loss (%EWL); body mass index) were observed between pre-post intervention.
Conclusion: BIB showed promising primary clinical outcomes (i.e., hypertension,
diabetes, and weight loss). However, subjects reported a significant impairment in all SF-
36 domains. Ad hoc psychological interventions should be implemented to ameliorate
the quality of life of these patients.
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INTRODUCTION
The obesity epidemic has reached alarming proportions in western countries. In the United States
34% of the population is obese (Flegal et al., 2010) and, in many European countries, including
Spain, Italy, and United Kingdom, the prevalence of obesity is up to 20% (Berghöfer et al.,
2008). With regard to bariatric interventions, biliointestinal bypass (BIB) is considered a
purely malabsorptive procedure (Bressani Doldi et al., 1998; Micheletto et al., 2008). BIB has
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demonstrated a favorable risk-benefit relationship and positive
metabolic effects, especially among patients with co-morbid
obesity (BMI > 35) and type 2 diabetes, showing remission of
diabetes in the majority of cases (Del Genio G et al., 2016).
However, although BIB and other bariatric surgery procedures
have demonstrated relevant short-term effects considering
primary clinical outcomes (i.e., weight loss and improvements
of comorbid conditions), it is well-established that after the
first year of intervention many patients start to gradually
regain weight over several years (Karlsson et al., 2007), as well
as it was observed how some psychological factors, such as
alexithymia, are implicated in long-term weight regain (e.g.,
Lai et al., 2016; Paone et al., 2017). In addition to primary
outcomes previously mentioned, several bariatric surgery studies
considered quality of life (QoL) as a reliable outcome of surgical
interventions efficacy (Hell et al., 2000; Nguyen et al., 2001;
Nickel et al., 2017), especially considering a long-term follow-up
period (Karlsson et al., 2007). QoL has been operationalized using
ad hoc self-report questionnaires investing levels of satisfaction
and functioning concerning emotional, physical, social, work,
and romantic relationships domains (e.g., Moorehead-Ardelt
QoL Questionnaire II; Moorehead et al., 2003). Specifically,
the SF-36 (McHorney et al., 1993) is considered one of the
gold standard instruments for assessing QoL among obese
patients (Fontaine and Barofsky, 2001). Consistently, several
studies revealed significant improvements of QoL in the first
year after the intervention (e.g., Janik et al., 2016). Conversely,
only few studies evaluated the QoL among bariatric patients
over long periods and its relations with weight loss (Lindekilde
et al., 2015; Mazer et al., 2017; Biron et al., 2018). A meta-
analysis (Driscoll et al., 2016) on long-term follow-up (5–
25 years) studies assessing QoL in bariatric patients found
inconsistent results considering physical and mental health
measures, outlining the importance of adding studies on this
topic. Nevertheless, no studies have investigated such topic
in BIB.
As a result, this study aims to evaluate the QoL in
patients who underwent BIB procedure in a 10-year follow-up
period. We decided to mainly focus on QoL, excluding other
secondary outcomes, in light of its relevance for sustaining
the implementation of psychological interventions among such
clinical population (Fontaine and Barofsky, 2001). Primary
clinical outcomes and subjective satisfaction are also considered
in order to draw preliminary conclusions regarding the long-term
efficacy of BIB procedure.
MATERIALS AND METHODS
This study was consistent with the code of conduct for research
in psychology (Associazione Italiana per la Psicologia, 2015:
Codice Etico per la Ricerca in Psicologia), in line with the
ethical principles of the American Psychological Association
[APA] (1992). All participants provided informed consent during
the phone call, before the assessment interview. A phone call
evaluation was performed to administer the SF-36 (Apolone and
Mosconi, 1998; Apolone et al., 2005) in addition to a structured
interview. The SF-36 consists of 36 questions enquiring
about the general health status of patients, providing eight
specific categories of physical and emotional scores (Physical
Functioning, Role Physical, Bodily Pain, General Health, Vitality,
Social Functioning, Role Emotional, and Mental Health) resumed
on two main scales: Physical and Mental Composite Score. Very
low rating for Physical score indicate severe physical dysfunction,
distressful bodily pain, frequent tiredness, and poor evaluation of
health. Very low rating for Mental score indicate psychological
distress, severe social, and role disability due to emotional
problems. We compared the scores of Italian healthy and general
population (Apolone et al., 2005) with those of our sample of
patients.
The structured interview detected the current BMI, onset age
of obesity, current presence of diabetes and hypertension (self-
reported), general satisfaction for the BIB, adverse events related
to BIB. Expert clinical psychologist (FG) between September
2016 and March 2017 performed the phone interview. The
phone call lasted about 45 min. From the medical records,
we got data on BMI at baseline and 1-year post-intervention,
hypertension and diabetes. During the phone call, it has been
detected the subjective satisfaction with the surgery by asking
“Would you repeat again the surgery?”, “Would you suggest
the same intervention to a close friend?”. Only in the case of
positive answers to the two questions the level of satisfaction
was considered high (High Satisfaction Group-HSG), in the
case of “no” answer(s) we considered the patient in the
low level (Low Satisfaction Group-LSG). The protocol was
approved by the Ethic Committee of S. Raffaele Hospital (CE
93/2016).
Statistical Analysis
Cohen’s d and its 95% confidence interval (CI) (Borenstein
et al., 2011) was computed in order to draw conclusions about
the QoL of BIB patients after 10-year follow-up period. We
decided to analyze data using such statistical procedure for
several reasons. First of all, Cohen’s d, representing an effect size
measure of standardized mean differences, informs the “practical
significance” of study results (Cohen, 1992, 1994; Kirk, 1996;
Vacha-Haase and Thompson, 2004). Secondly, procedures for
computing Cohen’s d and its 95% CI are weighted for sample
sizes. Eventually, ratio between Cohen’s d and its variance
results in Z-value which is used to estimate the significance of
standardized mean differences (Hedges and Olkin, 1985).
Considering clinical outcomes, χ2 and 8 index test were
computed in order to compare the pre-post co-occurrence
rates of diabetes and hypertension. Repeated measure ANCOVA
(controlling for baseline BMI; age of patients; gender; years of
follow-up) was utilized in order to demonstrate BIB efficacy
in reducing BMI, considering three assessment phases: (a) pre-
intervention; (b) post-intervention (12 months); and (c) 10 years
after intervention. Eventually, independent t-test and Cohen’s
d with its 95% CI were used to evaluate differences between
intervention satisfaction groups (satisfied vs. not satisfied
patients) considering BMI trend, percent excess weight loss
(% EWL), occurrence of side effects, and SF-36 scores. In the
light of missing data (8.8%) concerning post-surgery weight,
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TABLE 1 | Descriptive statistics and comparisons between bariatric patients (N = 90), general population (N = 2031), and healthy population (N = 608).
SF-36 BP GP HP BP vs. GP BP vs. GP BP vs. HP BP vs. HP
dimensions M (SD) M (SD) M (SD) d (95% CI) Z d (95% CI) Z
Physical functioning 77.55 (26.11) 84.46 (23.10) 97.30 (8.40) −0.30 (−0.51 – 0.09) −2.75∗∗ −1.62 (−1.85 – −1.38) −13.38∗∗∗
Social functioning 68.33 (29.69) 77.43 (30.14) 86.40 (16.90) −0.30 (−0.51 – −0.09) −2.80∗∗ −0.95 (−1.18 – −0.72) −8.20∗∗∗
Role limitations (physical
problems)
66.38 (41.92) 78.21 (35.93) 94.30 (19.90) −0.37 (−0.54 – −0.11) −3.03∗∗ −1.17 (−1.40 – −0.94) −9.98∗∗∗
Role limitations (emotional
problems)
74.44 (36.05) 76.16 (37.25) 88.00 (28.40) −0.05 (−0.26 – −0.16) −0.43 −0.46 (−0.68 – −0.24) −4.04∗∗∗
Pain 57.22 (32.36) 73.67 (27.65) 89.20 (18.20) −0.59 (−0.80 – −0.38) −5.46∗∗∗ −1.55 (−1.79 – −1.32) −12.92∗∗∗
Mental health 64.53 (22.10) 66.59 (20.89) 75.8 (15.30) −0.10 (−0.30 – −0.11) −0.91 −0.69 (−0.91 – −0.46) −6.03∗∗∗
Vitality 54.83 (21.11) 61.89 (20.69) 72.20 (15.40) −0.34 (−0.55 – −0.13) −3.16∗∗∗ −1.07 (−1.30 – −0.84) −9.18∗∗∗
General health perception 53.44 (27.53) 65.22 (34.01) 80.20 (12.50) −0.35 (−0.56 – −0.14) −3.23∗∗∗ −1.75 (−1.99 – −1.51) −14.33
∗∗p < 0.01; ∗∗∗p < 0.001; BP, Bariatric patients; GP, General Population; HP, Healthy Population.
TABLE 2 | Study outcomes in relation to intervention satisfaction.
Outcomes HSG (N = 58) LSG (N = 32) t(88) d (95% CI)
M(SD) M(SD)
BMI baseline 47.5 (7.50) 46.9 (6.73) 0.35 0.07 (−0.35 – 0.51)
BMI post-intervention 33.6 (5.64) 37.9 (6.40) −3.32∗∗ −0.73 (−1.17 – −0.29)
BMI 10-year follow-up 29.45 (4.00) 35.1 (6.80) −4.32∗∗∗ −1.10 (−1.56 – −0.64)
% EWL pre-post 53.08 (18.18) 31.48 (24.86) 4.50∗∗∗ 1.04 (0.58 – 1.50)
% EWL pre- follow-up 68.51 (14.60) 43.54 (30.52) 4.36∗∗∗ 1.16 (0.70 – 1.62)
Number of side effects 2.86 (1.13) 3.34 (1.03) −1.99∗ −0.44 (−0.87 – −0.002)
Physical functioning 84.13 (21.13) 65.62 (30.15) 3.08∗∗ 0.71 (0.26 – 1.15)
Social functioning 72.20 (28.96) 61.32 (30.18) 1.68 0.37 (0.06 –0.80)
Role limitations (physical problems) 72.84 (39.25) 54.68 (44.64) 1.92 0.44 (0.006 – 0.88)
Role limitations (emotional problems) 78.16 (32.17) 67.70 (41.89) 1.22 0.29 (−0.14 – 0.72)
Pain 62.93 (30.89) 46.87 (32.87) 2.30∗ 0.51 (0.07 – 0.95)
Mental health 68.62 (20.03) 57.12 (24.02) 2.42∗ 0.53 (0.10 – 0.97)
Vitality 59.39 (18.68) 46.56 (22.98) 2.87∗∗ 0.63 (0.19 – 1.07)
General health perception 60.77 (25.62) 40.15 (26.19) 3.62∗∗∗ 0.80 (0.35 – 1.24)
∗p < 0.05; ∗∗p < 0.01; ∗∗∗p < 0.001. HSG, High Satisfaction Group; LSG, Low Satisfaction Group.
we used expectation maximization method in order to impute
such missing data. Missing completely at random assumption
was demonstrated using test Little’s (1988) (χ2 (30) = 23.97;
p = 0.77).
RESULTS
Two hundred and seventeen patients were contacted for
the follow-up evaluation. Ninety subjects (41.5%; age
42.6 ± 9.71 years; 63 women and 27 men) were available
for the phone interview; one patient declined the invitation to
answer to the questionnaire; the other patients were unreachable
by phone. The mean of years between intervention and current
follow-up assessment was 10.31 ± 2.71, and ranged from 5 to
18 years. Obesity begun during infancy in 36 subjects (40%),
adolescence in 19 (21%), and adulthood in 35 (39%) of patients.
Table 1 shows a detailed description of comparisons between
obese patients and general/healthy populations considering SF-
36 scores. Overall, we revealed significant and small to large
differences in SF-36 scores comparing the previous groups.
Particularly, 10 years after intervention, patients who underwent
BIB procedure reported lower levels of QoL than general and
healthy populations.
Considering baseline primary clinical outcomes, subjects
were affected by diabetes (14.4%) and hypertension (40%).
After bariatric surgery, it was revealed significant decreases
of co-occurrence rates of both diabetes (5.6%; χ2 = 18.41,
p < 0.01; Phi = −0.45; p < 0.01) and hypertension
(32.2%; χ2 = 50.27, p < 0.001; Phi = −0.74, p < 0.001).
Independently of obesity severity, it was revealed a significant
(F(1,88) = 13.26; p < 0.001) and large (d = 1.79;95% IC:
1.46–2.11) decrease of BMI between pre and post-surgical
period. Non-significant (F(1,88) = 2.48; p = 0.12), albeit
moderate (d = 0.61; 95% IC: 0.38–0.84) decrease between post-
surgical and follow-up assessment was observed, as well as a
significant (F(1,88) = 26.72; p < 0.001) and large (d = 2.40;
95%IC: 2.13–2.45) decrease between baseline and follow-up
evaluation. Similar results were observed when we controlled
the BMI trend for age of patients, gender and years of follow-
up. Furthermore, the mean %EWL of patients was 45.44%
(SD = 23.10) between the pre and post-surgical period and
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59.63% (SD = 24.60) from the pre-surgical to the follow-up
evaluation. All patients declared side effects linked to surgery
(mean number: 3.0 + 1.12): 73 (81.1%) reported flatulence, 57
(63.3%) proctological disorders, 44 (48.9%) polyarthralgia and 13
(14.4%) nephrolithiasis.
The 64.4% (N = 58) of subjects reported high levels
of satisfaction with BIB procedure. Conversely, 35.6%
(N = 32) of participants were characterized by low levels of
satisfaction. These groups did not differ for age, gender, and
comorbid conditions (diabetes and hypertension pre and post
intervention). Table 2 summaries descriptive statistics and
comparisons between these groups with regard to primary
BIB clinical outcomes and SF-36 scores. Overall, patients who
reported high levels of satisfaction showed better outcomes in
terms of weight loss, number of side effects, and higher scores on
some SF-36 dimensions, including physical functioning, vitality,
and general health perception. Nevertheless, all patients reported
the same impairments in social functioning and limitations in
daily life related to physical and emotional problems.
DISCUSSION
Our follow-up study showed good results considering the
traditional outcomes of bariatric surgery (weight loss and
improvement of comorbid conditions), but less clear findings
considering QoL and self-reported overall satisfaction.
Considering the traditional outcomes, BIB demonstrated
efficacy in controlling diabetes and hypertension, showed
elevated %EWL and a significant reduction of BMI, with 65%
of patients who would repeat this bariatric procedure. The
long-term remission rate of diabetes is in line with other
follow-up studies (Brethauer et al., 2013; Schauer et al., 2017),
that evidenced larger results compared to conventional medical
therapies (Ribaric et al., 2014).
In spite of higher %EWL (59.63%) compared to other
similar follow-up (16–27%) (Karlsson et al., 2007; Canetti et al.,
2016), BIB patients showed an overall impaired QoL. Recent
indications for surgery of obesity and weight-related diseases
(Jumbe et al., 2016) state that in long-term follow-up after surgery
the QoL follows the trend of body weight, and the QoL remains
satisfactory if %EWL is maintained above 10%. Furthermore,
even though HSG seemed to show a better QoL related to physical
health than LSG, they manifested the same degree of impairment
in daily activities as consequence of physical pain and emotional
difficulties. Unfortunately, we do not have a QoL measure at the
time of bariatric intervention. However, the photo we caught on
the current situation require attention, because the QoL of these
patients outlines important elements of frailty that we cannot
ignore in any clinical setting. The social, emotional, and physical
functioning of these patients showed critical points, that need to
be better understood and clinically handled.
The psychological situation (mental health) of bariatric
patients has been outlined to be subjected to an important decline
in a long term follow-up (10 years) (Canetti et al., 2016), while
it seems to be improved in a small time span (2 year or less
follow-up) (Jumbe et al., 2016). After a period (about 1–2 years)
of “honeymoon” following the bariatric procedure, for patients
seem to begin a difficult phase to cope with. We think that such
a group of patients (more than one third in our study would
not repeat BIB) should be better studied to understand which
mechanisms might be linked to the inadequate satisfaction with
the intervention. By the psychological perspective much remain
to be understood about this phase, and long-term follow-up are
compelling.
Our data presents different conclusions: if we consider the
subjective level of satisfaction with the intervention, we find
an overall relationship with BMI decrease, but evaluating the
same patients according to the QoL scoring the situation
changes in the direction of a critical impairment in all domains
of SF-36. This aspect opens to several considerations. It has
been outlined that the QoL of patients treated with surgery is
unrelated to the kind of bariatric procedure (De Luca et al.,
2016), but rather it is related to the loss/regain of weight
(Karlsson et al., 2007). In the case of our study, the %EWL
remained significant over time, but all dimensions of SF-36 were
significantly impaired when compared to general and healthy
subjects. The impaired QoL has been linked to the deterioration
of mental health found in another 10-year follow-up study
(Canetti et al., 2016). Our data lead in other directions, because
all domains of SF-36 were undermined in the same way as the
domain of mental health. Impaired quality of life and worsening
of mental health should be examined by further long-term
studies.
Our study is not free from limitations. We collected data from
a phone interview and cannot exclude that clinical data might be
over or under-reported by patients. We did not have a control
group with other kind of bariatric surgery to compare the QoL.
Last, but not least, we do not have a measure of QoL at the time
before intervention. Future directions for studies should address
QoL dimensions in different bariatric procedures over a long
period of time, in addition to BMI and clinical improvement.
CONCLUSION
In front of a good clinical outcome, patients who underwent
BIB showed significant impairments in all domains of QoL
when compared with general and healthy population. This
aspect leads to the importance of implementing psychological
interventions for the patients, not only as an initial step following
the intervention itself, but in a long time perspective.
AUTHOR CONTRIBUTIONS
FG concepted and designed the research; supervised the work;
acquired the data; analyzed and interpreted the data; drafted
the manuscript; and critically revised the manuscript. MC did
the statistical analysis and analyzed and interpreted the data.
EV concepted and designed the research and critically revised
the manuscript. VP recruited the patients and critically revised
the manuscript. AG recruited the patients. AP critically revised
the manuscript. GM concepted and designed the research;
supervised the work; and critically revised the manuscript.
Frontiers in Psychology | www.frontiersin.org 4 November 2018 | Volume 9 | Article 2282
fpsyg-09-02282 November 20, 2018 Time: 15:11 # 5
Galli et al. Quality of Life and Bariatric Surgery
REFERENCES
American Psychological Association [APA]. (1992). http://www.apa.org/ethics/
code/.
Apolone, G., and Mosconi, P. (1998). The Italian SF-36 health survey: translation,
validation and norming. J. Clin. Epidemiol. 51, 1025–1036. doi: 10.1016/S0895-
4356(98)00094-8
Apolone, G., Mosconi, P.Ware, J., Jr. (2005). Questionario Sullo Stato Di Salute SF-
36. Manuale D’uso E Guida All’interpretazione Dei Risultati. Milano: Edizioni
G. E Associati.
Associazione Italiana per la Psicologia. (2015). Codice Etico Per La Ricerca In
Psicologia Available at: https://www.aipass.org/node/11560
Berghöfer, A., Pischon, T., Reinhold, T., Apovian, C. M., Sharma, A. M., and
Willich, S. N. (2008). Obesity prevalence from a European perspective: a
systematic review. BMC public health 8:200. doi: 10.1186/1471-2458-8-200
Biron, S., Biertho, L., Marceau, S., and Lacasse, Y. (2018). Long-term follow-up of
disease-specific quality of life after bariatric surgery. Surg. Obes. Relat. Dis. 14,
658–664. doi: 10.1016/j.soard.2018.02.009
Borenstein, M., Hedges, L. V., Higgins, J. P., and Rothstein, H. R. (2011).
Introduction to Meta-Analysis. Hoboken, NJ: John Wiley & Sons.
Bressani Doldi, S., Lattuada, E., Zappa, M. A., Pieri, G., Restelli, A., and
Micheletto, G. (1998). Biliointestinal bypass: another surgical option. Obes.
Surg. 8, 566–571. doi: 10.1381/096089298765553936
Brethauer, S. A., Aminian, A., Romero-Talam, H., Batayyah, E., Mackey, J.,
Kennedy, L., et al. (2013). Can diabetes be surgically cured? long-term metabolic
effects of bariatric surgery in obese patients with type 2 diabetes mellitus. Ann.
Surg. 258, 628–637. doi: 10.1097/SLA.0b013e3182a5034b
Canetti, L., Bachar, E., and Bonne, O. (2016). Deterioration of mental health in
bariatric surgery after 10 years despite successful weight loss. Europ. J. Clin.
Nutr. 70, 17–22. doi: 10.1038/ejcn.2015.112
Cohen, J. (1992). A power primer. Psychol. Bull 112, 155–159. doi: 10.1037/0033-
2909.112.1.155
Cohen, J. (1988). Statistical Power Analysis for the Behavioral Sciences, 2nd Edn.
Hillsdale, NJ: Erlbaum.
Cohen, J. (1994). The Earth is round (p<.05). Am. Psychol. 49, 997–1003. doi:
10.1037/met0000131
De Luca, M., Angrisani, L., Himpens, J., Busetto, L., Scopinaro, N., Weiner, R.,
et al. (2016). Indications for surgery of obesity and weight-related diseases:
Position statements from International Federation for the surgery of obesity and
metabolic disorders (IFSO). Obes. Surg. 26, 1659–1696. doi: 10.1007/s11695-
016-2271-4
Del Genio G, Gagner, M., Limongelli, P., Tolone, S., Pournaras, D., le Roux CW,
et al. (2016). Remission of type 2 diabetes in patients undergoing biliointestinal
bypass for morbid obesity: a new surgical treatment. Surg. Obes. Relat. Dis. 12,
815–821. doi: 10.1016/j.soard.2015.12.003
Driscoll, S., Gregory, D. M., Fardy, J. M., and Twells, L. K. (2016). Long-term
health-related quality of life in bariatric surgery patients: a systematic review
and meta-analysis. Obesity 24, 60–70. doi: 10.1002/oby.21322
Flegal, K. M., Carroll, M. D., Ogden, C. L., and Curtin, L. R. (2010). Prevalence
and trends in obesity among US adults, 1999-2008. Jama 303, 235–241.
doi: 10.1001/jama.2009.2014
Fontaine, K. R., and Barofsky, I. (2001). Obesity and health-related quality of life.
Obe. Rev. 2, 173–182. doi: 10.1046/j.1467-789x.2001.00032.x
Hedges, L. V., and Olkin, I. (1985). Statistical Method for Meta-Analysis. San Diego,
CA: Academic Press.
Hell, E., Miller, K. A., Moorehead, M. K., and Samuels, N. (2000). Evaluation of
health status and quality of life after bariatric surgery: comparison of standard
Roux-en-Y gastric bypass, vertical banded gastroplasty and laparoscopic
adjustable silicone gastric banding. Obes. Surg. 10, 214–219. doi: 10.1381/
096089200321643485
Janik, M. R., Rogula, T., Bielecka, I., Kwiatkowski, A., and Pasnik, K. (2016).
Quality of life and bariatric surgery: cross-sectional study and analysis factors
influencing outcome. Obes. Surg. 26, 2849–2855. doi: 10.1007/s11695-016-
2220-2
Jumbe, S., Bartlett, C., Jumbe, S. L., and Meyrick, J. (2016). The effectiveness of
bariatric surgery on long term psychosocial quality of life-a systematic review.
Obes. Res. Clin. Pract. 10, 225–242. doi: 10.1016/j.orcp.2015.11.009
Karlsson, J., Taft, C., Ryden, A., Sjöström, L., and Sullivan, M. (2007). Ten-year
trends in health-related quality of life after surgical and conventional treatment
for severe obesity: the SOS intervention study. Int. J. Obes. 31, 1248–1261.
doi: 10.1038/sj.ijo.0803573
Kirk, R. E. (1996). Practical significance: a concept whose time has come. Educ.
Psychol. Meas. 56, 746–759. doi: 10.1177/0013164496056005002
Lai, C., Aceto, P., Petrucci, I., Castelnuovo, G., Callari, C., Giustacchini, P., et al.
(2016). The influence of preoperative psychological factors on weight loss
after bariatric surgery: a preliminary report. J. health psychol. doi: 10.1177/
1359105316677750 [Epub ahead of print].
Lindekilde, N., Gladstone, B. P., Lübeck, M., Nielsen, J., Clausen, L., Vach, W., et al.
(2015). The impact of bariatric surgery on quality of life: a systematic review
and meta-analysis. Obes. Rev. 16, 639–651. doi: 10.1111/obr.12294
Little, R. J. A. (1988). Test of missing completely at random for multivariate data
with missing values. J. Am. stat. Assoc. 83, 1198–1202. doi: 10.1080/01621459.
1988.10478722
Mazer, L. M., Azagury, D. E., and Morton, J. M. (2017). Quality of life after bariatric
surgery. Curr. Obes. Rep. 6, 204. doi: 10.1007/s13679-017-0266-7
McHorney, C. A., Ware, J. E. Jr., and Raczek, A. E. (1993). The MOS 36-item
short-form health survey (SF-36): II. psychometric and clinical tests of validity
in measuring physical and mental health constructs. Med. Care 31, 247–263.
doi: 10.1097/00005650-199303000-00006
Micheletto, G., Badiali, M., Danelli, P. G., Sacco, R., Sala, B., and Bressani Doldi, S.
(2008). The biliointestinal bypass: a thirty-year experience. Ann. Ital. Chir. 79,
419–426.
Moorehead, M. K., Ardelt-Gattinger, E., Lechner, H., and Oria, H. E. (2003). The
validation of the moorehead-ardelt quality of life questionnaire II. Obes. Surg.
13, 684–692. doi: 10.1381/096089203322509237
Nguyen, N. T., Goldman, C., Rosenquist, C. J., Arango, A., Cole, C. J., Lee, S. J.,
et al. (2001). Laparoscopic versus open gastric bypass: a randomized study of
outcomes, quality of life, and costs. Ann. Surg. 234, 279–291. doi: 10.1097/
00000658-200109000-00002
Nickel, F., Schmidt, L., Bruckner, T., Büchler, M. W., Müller-Stich, B. P., and
Fischer, L. (2017)). Influence of bariatric surgery on quality of life, body image,
and general self-efficacy within 6 and 24 months-a prospective cohort study.
Surg. Obes. Relat. Dis. 13, 313–319. doi: 10.1016/j.soard.2016.08.017
Paone, E., Pierro, L., Damico, A., Aceto, P., Campanile, F. C., Silecchia, G., et al.
(2017). Alexithymia and weight loss in obese patients underwent laparoscopic
sleeve gastrectomy. Eat. Weight Disord. doi: 10.1007/s40519-017-0381-1 [Epub
ahead of print].
Ribaric, G., Buchwald, J. N., and McGlennon, T. W. (2014). Diabetes and weight
in comparative studies of bariatric surgery vs conventional medical therapy:
a systematic review and meta-analysis. Obes. Surg. 24, 437–455. doi: 10.1007/
s11695-013-1160-3
Schauer, P. R., Bhatt, D. L., Kirwan, J. P., Wolski, K., Aminian, A., Brethauer, S. A.,
et al. (2017). Bariatric surgery versus intensive medical therapy for diabetes -
5-year outcomes. N. Engl. J. Med. 376, 641–651. doi: 10.1056/NEJMoa1600869
Vacha-Haase, T., and Thompson, B. (2004). How to estimate and interpret various
effect sizes. J. Counsel Psychol. 51, 473. doi: 10.1056/NEJMoa1600869
Conflict of Interest Statement: The authors declare that the research was
conducted in the absence of any commercial or financial relationships that could
be construed as a potential conflict of interest.
Copyright © 2018 Galli, Cavicchioli, Vegni, Panizzo, Giovanelli, Pontiroli and
Micheletto. This is an open-access article distributed under the terms of the Creative
Commons Attribution License (CC BY). The use, distribution or reproduction in
other forums is permitted, provided the original author(s) and the copyright owner(s)
are credited and that the original publication in this journal is cited, in accordance
with accepted academic practice. No use, distribution or reproduction is permitted
which does not comply with these terms.
Frontiers in Psychology | www.frontiersin.org 5 November 2018 | Volume 9 | Article 2282
